MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

istretion District No. _ istrati i __1_003_ intrar's’
AMENOED Registration Dis o. —3.1.8Prlmary Registration District No —Registrar’s No. . - A e tanT

DO NOT WRITE
ON THIS STUD. I'ILI-D MA‘{ 1y —
i

1. PLACEOFOEATH . @ 1 TUOT TIZ USUAL RESIDENGH (Wrre dgcgrlt_d Iiv.d_ ¥ Ioatitition: Rexidence betore
Wt

2. COUNTY ‘ : .8, STATE Mo “p7 CauNTY §t.l is admission)
b. CITY (If ounside corporate limHs, give TOWNSHIP anly} Length of stay in 1b < CITY N er—rLal Inside Limits

OR .
TowN St.Louis 48 Years TowN  University City .. s ([v=R nwD
FULL NMEO? {¥¥ NOT in hoapital, give |m‘hon) inside Limita d. ASB%EREETSS {if cutside, give location) Reside on Farm

WSITNON Mo, Baptist Hospital YuR NoDI 6904 Plymouth Ave Yer O NoD

3. NAME OF DECEASED First Middla A ’ Last 4. DATE Month 3]
{Type or print) B - OF b Yeor

James Alvin Graves DEATH May 7,1963 .
5. SEX 4. COLOR OR RACE 7. Marriod [X  Never Married [ [8. DATE OF BIRTH | 5- AGE (fast birthday) JIF UNDER | YEAR | IF UNDER 24 HR_
me m te Widowad [ Divarced [ 2 18% 6 Months | Days Hours Min.

10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stete or country).| 12. CITIZEN OF WHAT COUNTRY

W waorking life, even if retired) tiplex ’ ‘ 0.8 ..A.

134. FATHER'S NAME "T3h. MOTHER'S MAIDEN NAME ’ . USBAND OR WIFE

Oliver Graves . , Suaan :Thom Catherine H.Graves

15. WAS DECEASED EVER [N U.S. ARMED FORCES? - - . |17 - ) Address

e T il " A° M it Mrs Catherine E.Gravea 6904 FL

18. CAUSE OF DEATH (Enter onfy one cause pcr line for {a), (b), and {c). ) - INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED 8 QNSET AND DEATH

IMMEDIATE CAUSE (s} Carc1noma of prostate with bony metastasisg,
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Rev. 4/59
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DOCUMENT

Conditions, If eny, DUE TO (b)
which gave rizs to

above cauwm (a), ’ - o
thﬂng the under- DUE 10 (s} / 7 7 A

ying cause lest.

PART L. O‘IHER SIGNIFICANT CONDHIONS CONTRIBUTING TO DEATH but not related .30 the terminsl PART 111 i [doceased was femaly was
disesse condition glven in PART ) (e} thars a pregnancy in last 90 days. .

3 ] 0 Yos | O No j 0 Unknown
19, WAS AUYOPSY “20a. ACCIDENT  SUICIDE HDMDICIDE 205. DESCRIBE HOW INJURY. OCCURRED, (Enter naturs of Injury-in PART | or PART 11 of item 18.)
PE s B | 3 RY.

NO I:I
20c. TIME OF Hour - Month, Day, Year
© 7 INJURY am.

p.m.

RRED 20e. PLACE OF INJURY {e.g-, in or about home, 20f, CITY, TOWN, CR LOCATION .-
2 :PINP:?[?A?C\%%RK |m] farm, factory, street, office bidg., ete.)

Not WHILE AT WORK ['_] .
32763 to_5=T=63 and st saw PO siive on o=T=63

21. ¢ aﬁqndnd eased from
Dy ﬂ, ” MISS OU.I':L Bap tlSt Hospi_té.]_-._m on the date stated: abavn and to the best of my knowledge, from the causes stated.

223. SIGNATURE {Degree or titls) B 22b. ADDRESS ST, Louls 3, Mo. ZZ¢. DATE SIGNED
) ) /g : - W1k University Club Bldg., 5-9-63
3. BURIAL, CREMATION, “25h, DATE 235 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cify; fawn, or county] . - Gtate}

REMOVAL (Spacify) 5 /10 /63 AR N tionl.l

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY'LDCAL REG.

Alexsnder & Soms 6175 Delmar Blvd ~ MAY 9 1963
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

i

BY AFFIDAVIT OF

ITEM NQ.




University Club Bldg
Grand & Washington =
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STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is reco-rdédron the reverse side. of this cerfificate was embalmed by me,

or by , Student Embfalmer No.

working under my personal supervision. o / W @ W
Student _ Signed M

Signature of Student Embalmer

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the ahove constitutes grounds for revocation of license). o
If embalmed | by a.STUDENT, he also shall sign in_his OWN hendwrmng-
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o " -~ AN s Feep
Furonaii "“If”'tfﬂs“gody IS‘hoT embdlmed fact should B¢’ "‘sme M E".\Q‘r' \& Lsfng
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